deep influence of religion in Western society, it is high time that the study of religion and (or) spirituality (RS) comes of age in the health sciences.
Before continuing with this thought, here is an explanation about my use of the term RS. The construct of religion is fairly well-grounded, while that of spirituality is much more diffuse. Nonetheless, the 2 necessarily interact. Therefore, I use the term RS (in a way similar to Dr Marilyn Baetz and Dr John Toews 2 ) to describe this overall construct, recognizing that RS can be interpreted broadly and confusing. When using the term RS, it is always best in an empirical study to operationally define what is meant. For example, an operational measure of one dimension of religion may be membership in a particular faith community and participation in the activities and rituals associated with that community. An operational measure of spirituality may be the scores recorded by a subject on a scale that assesses spirituality, such as measures used by Pargament 3 of spirituality and coping.
To continue, psychiatry has therefore witnessed a dramatic increase in empirical studies of the association between RS and mental health outcomes. Two reviews on this association appear in this issue of The Canadian Journal of Psychiatry. In the first article, Dr Koenig 1 provides a comprehensive and objective overview of the extant literature on the topic that is well-referenced and current. He concludes that studies to date generally support a positive association between RS and mental health. Nonetheless, there are circumstances when religious involvement not only hinders mental health it becomes intricately entangled with neurotic and psychotic symptoms. In the second article, Dr Baetz and Dr Toews 2 complement Dr Koenig's review by taking 2 steps beyond. First, they explore the possible mechanisms by which the positive (and at times negative) associations may be explained. Second, they tentatively explore, at the end of their article, how clinicians may enter the spiritual lives of their patients in the service of healing through activities such as taking their spiritual history and providing therapy groups focusing on spiritual issues. These 2 articles provide psychiatrists with an excellent introduction to what we know. However, this is a tough area to investigate. Why?
First, as should be obvious, these investigations do not explore the question that underlies, at least implicitly, all such investigations: Does God exist? Nor do they compare one faith tradition with another (though many studies focus on a predominant faith tradition, such as Christianity). Rather these reviews of empirical studies do just what they propose: present objectively obtained data (including verbal responses to surveys) to explore the association between RS and mental health. Nevertheless, these studies are not easily read by many without deep personal spiritual feelings impacting their interpretations of the findings presented (and at times the spiritual feelings of the study authors are very near the surface of their empirical presentations). It is tough to objectively study a topic about which we hold very deep beliefs that do not derive from objective reason alone (and, for most of us, our faith or lack thereof is not entirely empirical, nor should it be).
Second, to be generalizable, most studies adopt generic measures of RS, avoiding, as much as possible, characteristics of a particular faith tradition that distinguish it from others. Nonetheless, the particular aspects associated with different faith traditions, the ways in which they are different, may far outweigh the ways in which they are similar. For example, the complex, highly ritualistic traditions in Judaism following the death of a loved one are most different from the funeral and memorial service traditions in evangelical Christianity. To ask the simple question, Has your religion helped you during a time of grief? would not be enough to explore the mechanisms by which these 2 faith traditions support their adherents during grief. Even within a given faith tradition, much variation exists. It is tough to generalize the construct of RS.
Third, most investigators now recognize that the supportive aspects of faith communities are key in promoting mental health (at least as much as individual spirituality). However, faith communities, even within the same faith tradition, vary greatly. Within evangelical Christianity, congregations vary from megachurches with thousands of members perhaps aged an average of 40 years, to small, established congregations with 100 members perhaps aged an average of 60 years. The amount, quality, and character of the support provided to a frail and depressed older woman with membership in either of these 2 congregations may vary widely. It is tough to sort out these differences when exploring the mechanisms by which faith communities support their depressed older adults.
Fourth, the deepest spiritual thoughts and feelings are often too deep for words. Therefore, assessing spirituality may be especially difficult with structured interview instruments. In contrast, abstracting generalizable data from a more qualitative approach (such as a nonstructured interview) can be challenging as well as costly. Such a challenge is not surprising to psychiatrists. A depression rating scale, such as the Hamilton Rating Depression Scale, 4 only scratches the surface of the emotional pain experienced by a severely depressed patient. Each case of depression is unique. Similarly, each experience of spirituality is unique. When writers have felt the need to expose their deepest RS experiences in books, such as Augustine's Confessions, we realize that it is tough to accurately assess RS via a questionnaire.
Finally, Dr Baetz and Dr Toews 1 recognize that we are far from knowing-from an evidence-based perspective-how to effectively intervene to support or correct the impact of RS with the psychiatrically impaired. This does not mean that we cannot intervene. It simply means we must intervene intuitively and wisely. Neglect of the religious dimension, not to mention refusal to discuss religious matters with our patients, may seriously cut off meaningful communication and significantly undermine the therapeutic relationship. Given the uneven hierarchy between psychiatrist and patient, we must tread lightly; it is tough to know what the evidence supports regarding our engagement with the spiritual lives of our emotionally suffering patients.
Nonetheless, the challenge presented when exploring the association of RS and psychiatric illness should not discourage our ongoing attempts to move this field forward. The simple reason is that the stakes are just too high. To put it another way, even though the task is tough, neglect is even more difficult to justify.
